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ABSTRACT
Background and Objectives: Laparoscopic incisional
hernia repair is coming to the forefront as a preferred
method of repair due to the advantages offered by mini-
mally invasive techniques. To evaluate safety and feasibil-
ity of this approach in obese patients when performed by
a general surgeon trained in basic laparoscopy with no
prior experience in this technique, we reviewed our early
experience in the first 18 patients.
Methods: All patients with incisional hernias presenting
to a single surgeon from 2000 to 2002 were offered lapa-
roscopic repair. Patients were informed about the limited
experience of the surgeon in this particular field. Those
who consented were repaired laparoscopically using a
standard 4-port technique, one 12-mm port and three
5-mm ports. All patients with body mass index 30 were
included in this review. A retrospective review of the data
included demographics, operative time, blood loss, hos-
pital stay, postoperative complications, and patient satis-
faction.
Results: Nineteen laparoscopic repairs were completed in
18 patients. No conversions to open repair were neces-
sary. All patients were females except for 2. All hernia sacs
were left in place, some of which were empty while others
required extensive lysis of adhesions to release sac con-
tents. Mean fascial defect was 102.5 cm
2. One defect was
closed primarily without mesh, while the rest were closed
using Composix mesh in 1 and Dual Plus Gore-Tex mesh
in the rest. Three patients were discharged from the re-
covery room. Mean follow-up was 24 months. No wound
or mesh infections occurred. Eight patients had no com-
plications. Eight patients had asymptomatic seromas. Two
patients had hematomas; none of them required drainage.
One patient had nonspecific dizziness. One patient pre-
sented with bowel obstruction secondary to early recur-
rence (within a week). The repair was salvaged laparo-
scopically. Upon evaluation by telephone calls, all
patients indicated extreme satisfaction with the results.
Conclusions: A general surgeon with training in basic
laparoscopy can safely perform laparoscopic incisional
hernia repair on obese patients with minimal complica-
tions. The procedure requires a short leaning curve of no
more than 3 cases and few extra materials to be feasible at
any hospital in the US. Patient satisfaction with this tech-
nique is certainly gratifying.
Key Words: Laparoscopy, Ventral hernia, Incisional her-
nia, Obesity.
INTRODUCTION
An escalating number of bariatric surgeries are being per-
formed for morbid obesity every year. Although the pen-
dulum has swung to the laparoscopic approach due to the
advantages offered by laparoscopy,1–3 a significant num-
ber of cases are still done by the open technique due to
the challenging and demanding nature of the laparoscopic
approach. This has translated into more incisional hernias
for the general surgeon to deal with.3,4 Open repair of
these hernias can be very challenging with significant
associated morbidity,5,6 let alone the high incidence of
recurrence7 that necessitates further interventions and
wastes resources. Laparoscopic incisional hernia repair
has come to the forefront as the method of choice for the
repair of incisional hernias.8–14 It offers a shorter hospital
stay with significantly lower morbidity and recurrence
rates. Many pioneer reports on the use of this technique
have alluded to its benefits in obese patients;15 but no
study, to our knowledge, has specifically targeted its role
in obese patients, much less whether surgeons who have
no prior experience can perform this technique effectively
and safely in any given hospital at large. Given the fact
that postoperative morbidity is higher in obese patients,
we thought these patients would benefit more from the
laparoscopic approach and therefore started our experi-
ence with them. Herein, we report the outcome of our
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SCIENTIFIC PAPERearly experience in laparoscopic incisional hernia repair
in this group of patients.
MATERIALS AND METHODS
All patients presenting with incisional hernia to a single
surgeon trained in basic laparoscopy from the year 2000 to
2002 were offered laparoscopic repair. Patients were in-
formed about the limited experience of the surgeon in this
particular field. In fact, each patient was told his or her
sequence in the series if he or she consented to the
procedure. Those who consented were repaired laparo-
scopically using a standard 4-port technique, one 12-mm
port and three 5-mm ports, each placed in 1 quadrant of
the abdomen. Pneumoperitoneum was established by a
Veress needle introduced into the left upper quadrant, the
least possible area for adhesions. Intraabdominal pressure
was kept at 15 mm Hg. Lysis of adhesions followed when
required using Endoshears. All abdominal scars were
cleared completely to ensure adequate visualization thus
eliminating the possibility of missing Swiss-Cheese her-
nias. The hernia sacs were left in place. The size of the
hernia was then measured using a transcutaneous spinal
needle. All dots were then connected on the skin using a
marking pen. The appropriate size of the mesh was pre-
pared to include a 3-cm overlap. Appropriate adjustment
was made on the final size after adjusting for the differ-
ence between the outer and the inner diameter of the
abdomen caused by the thickness of the abdominal wall
panus. At least 4 (U) anchoring stitches were placed, each
at 1 end of the mesh. The mesh was then marked to
maintain orientation when wrapped and inserted into the
peritoneal cavity. After the mesh was displayed flat, the 4
anchoring stitches were brought through the abdominal
wall by using the suture passer, and the mesh was pulled
snug against the abdominal wall and secured in place by
multiple helical screws fired around the periphery of the
mesh at 1-cm intervals thus completing the procedure.
RESULTS
All patients with body mass index (BMI) 30 were in-
cluded in this review. Retrospective review of the data
included demographics, operative time, blood loss, hos-
pital stay, postoperative complications and patient satis-
faction. Nineteen laparoscopic repairs were completed in
18 patients. Five hernias were laterally located (appendec-
tomy incisions, colostomy incisions, splenectomy inci-
sions). No conversions to open repair were necessary. All
patients were females except for 2. Mean age was 49.5
years (range, 14 to 75). Mean body weight was 100.95 kg
(range, 63.6 to 183). Mean height was 64.3 inches (range,
47.5 to 69). Mean BMI was 37.9 (range, 30 to 61.3). All
hernia sacs were left in place, some of which were empty
while others required extensive lysis of adhesions to re-
lease sac contents. Mean fascial defect was 102.5 cm
2
(range, 9 to 280). One defect was closed primarily without
mesh while the rest were closed with Composix mesh in
1 and Dual Plus Gore-Tex mesh in the rest. Mean mesh
size was 186.5 cm
2 (range, 120 to 450). Mean operative
time was 125 minutes (range, 70 to 282). Mean blood loss
was 22cc (range, 5 to 50). Mean hospital stay was 1.75
days (range, 0 to 6). Three patients were discharged from
the recovery room. Mean follow-up was 24 months
(range, 12 to 36). No wound or mesh infections occurred.
Eight patients had no complications whatsoever. Eight
patients had asymptomatic seromas, some of which per-
sisted for several months. Two patients had hematomas, 1
of which was caused by a seat-belt injury during a motor
vehicle accident; none of them required drainage. One
patient had nonspecific dizziness. One patient presented
with bowel obstruction secondary to early recurrence
(within a week). The repair was salvaged laparoscopi-
cally. Patient satisfaction was evaluated by telephone sur-
vey. We were able to contact 17 of the 18 patients. All
patients were extremely satisfied with the results and
would choose the same approach if they were to go
through it again.
DISCUSSION
As stated earlier, enough evidence is available that lapa-
roscopic incisional hernia repair is advantageous over the
open technique;8–15 however, its role in obese patients
has not been clearly documented in the literature, much
less whether a general surgeon at large with basic training
in laparoscopy, with no prior experience can safely per-
form the procedure. Because we had no prior experience
in laparoscopic incisional hernia repair and because 18 of
the first 22 patients met the criteria for obesity (BMI 30),
we feel that our experience can provide a reasonable
answer to both issues in question. In this subgroup of
patients, our results compare favorably with those in the
literature. We had a good mix of different sizes as well as
different locations of the hernias. All the complications
were simple and resolved spontaneously except for 1
early recurrence, which in retrospect was due to a tech-
nical error on our part (Figure 1). Due to loss of abdom-
inal domain and difficulty in placing the (U) anchoring
stitches on the lower aspect of the defect, we relied on the
helical screws alone, which are clearly not adequate to
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later with nausea, vomiting, and diarrhea. Computed to-
mographic (CT) scan of the abdomen confirmed the di-
agnosis (Figure 2). The repair was salvaged laparoscopi-
cally; only this time, we placed 3 (U) anchoring stitches on
the inferior aspect of the defect. Postoperative recovery
was uneventful except for a large seroma in the hernia sac
(Figure 3), which resolved spontaneously as shown on
another CT scan performed a year later for upper abdom-
inal pain (Figure 4).
CONCLUSION
A general surgeon at large with training in basic laparos-
copy can safely perform laparoscopic incisional hernia
repair on obese patients with minimal complications. The
procedure requires a short leaning curve of no more than
3 cases and few extra materials to be feasible at any
hospital in the US. Patient satisfaction with this technique
is certainly gratifying.
Figure 2. Early recurrence of the hernia after laparoscopic inci-
sional hernia repair. Note the dilated small bowel loops within
the hernia sac.
Figure 1. Large incisional hernia due to loss of domain after
Cesarean delivery through lower vertical midline incision.
Figure 3. Laparoscopic salvage repair of the recurrent hernia.
Note the large seroma above the mesh delineated by the line of
metal helical screws.
Figure 4. Computed tomographic scan of the same patient a
year out showing spontaneous resolution of the seroma and
intact hernia repair.
JSLS (2005)9:47–50 49References:
1. Pondos YD, Jimenez JC, Wilson SE, Stevens CM, Nguyen NT.
Complications after laparoscopic gastric bypass: a review of 3464
cases. Arch Surg. 2003;138:957–961.
2. DeMaria EJ, Sugerman HJ, Kellum JM, Meador JG, Wolfe LG.
Results of 281 consecutive total laparoscopic Roux-en-Y gastric
bypasses to treat morbid obesity. Ann Surg. 2002;235:640–647.
3. Nguyen NT, Goldman C, Rosenquist CJ, et al. Laparoscopic
versus open gastric bypass: a randomized study of outcomes,
quality of life, and costs. Ann Surg. 2001;234:279–291.
4. Strzelczyk J, Czupryniak L, Loba J, Wasiak J. The use of
prolypropylene mesh in midline incision closure following gas-
tric by-pass surgery reduces the risk of postoperative hernia.
Langenbecks Arch Surg. 2002;387:294–297.
5. Leber GE, Garb JL, Alexander AI, Reed WP. Long-term com-
plications associated with prosthetic repair of incisional hernias.
Arch Surg. 1998;133:378–382.
6. Anthony T, Bergen PC, Lawrence TK, et al. Factors affecting
recurrences following incisional herniorrhaphy. World J Surg.
2000;24:95–101.
7. Luijendijk RW, Hop WCJ, Van Den Tol MP, et al. A compar-
ison of suture repair with mesh repair for incisional hernia.
N Engl J Med. 2000;343:392–398.
8. Raftopoulos J, Vanuno D, Khorsand J, Kouraklis G, Lasky P.
Comparison of open and laparoscopic prosthetic repair of large
ventral hernias. JSLS. 2003;7:227–232.
9. Heniford BT, Ramshaw BJ. Laparoscopic hernia repair. A
report of 100 consecutive cases. Surg Endosc. 2000;14:419–423.
10. LeBlanc KA. Current considerations in laparoscopic inci-
sional and ventral herniorrhaphy. JSLS. 2000;4:131–139.
11. Heniford BT, Park A, Ramshaw BJ, Voeller G. Laparoscopic
ventral and incisional hernia repair in 407 patients. J Am Coll
Surg. 2000;190:645–650.
12. Ramshaw BJ, Esartia P, Schwab J, et al. Comparison of
laparoscopic and open ventral herniorrhaphy. Am Surg. 1999;
65:827–832.
13. Constanza MJ, Heniford BT, Arca MJ, Mayers JT, Gagner M.
Laparoscopic repair of recurrent ventral hernias. Am Surg. 1998;
64:1121–1127.
14. Park A, Heniford BT, LeBlanc KA, Voeller GR. Laparoscopic
repair of incisional hernias. Contemp Surg. 2001;57:225–238.
15. Raftopoulous J, Vanuno D, Khorsand J, Ninos J, Kouraklis G,
Lasky P. Outcome of laparoscopic ventral hernia repair in cor-
relation with obesity, type of hernia, and hernia size. J Laparoen-
dosc Adv Surg Tech. 2002;12:425–429.
Laparoscopic Incisional Hernia Repair in Obese Patients, Johna S.
JSLS (2005)9:47–50 50